h

NENT Itk

WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMA

Lo No

DEPARTMENT OF COMMERCE
BUREAU OF THE Ciysus

STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

Primary Registration District Nu._ﬁ.t?_.ﬁiz_.

: 3505014
YR 4

Siats File No.

Regisirar's No.

- Registration D[stm:D Nom 40
i. PLACE OF DEATL,
(e} County

(0 City or town._ ...

{11 outsids city or town l]mh.u. write " HUI!AL and nn:na n! mwndnp)
(¢} Name of honpital or institution:

{17 oot in bowpital or Institution, write strees number ar loeation}
(d) Length of stay: In hospital or inatitution

(Spectfy whether

In this community
years, months or days}

2. USUAL RESIDENCE OF DECEASED:

. : Z.2.
) State 7 AU s d B ot unty..... . 2 T
o 2 Coaa,fﬁ,u

(e} City or town_ oy
{1t outaide clry yn Iimita, write “RURAL'") d R
(d) Street No. .03 z @17_&4(.-4_)
(Tf eural, gy e kocation)
(&} Citlzen of foreign country? e

iu or No)

If yes, name country.

{a) PRINT
FULL NAME.

St (s Qo)

3. () Sdelal Security
< Ho- No.....

6. (0} Single, widowed, married,
divoreed......

3. () If veteran,

name war.

4. Su.é.m‘z.&.{...

5. Color or

foce2 .

MEDICAL CERTIFICATION
DATE OF DEATH; Mcnth @ci)‘
[ P43 20

21. | hereby certify that I attended the deceased from

WA T A R P Ty, £
that ! last saw hubed . alive on. Vi EW- XA 19...4‘_3;

20

HL
minute 30 A M.

day.

hour

year

(Datr receivad Incal rexistrer) (Rrgistrar's signatnre)

6. (b) Name of husband or wife. oo, 6. {€) Age of husband or wife if and that death occurred on the date and bour stated above. D .
' }
alive_ oo years || [mmedlate cause of dem.h,.....d‘ﬂ.dn‘— -t o urarton
7. Birth date of decemd____?a.mw 4 £8 72 -—Mv«d-w"tn = 3
{Month} (f (Day} {Yexr) . d _ P ' a ? -,
8. AGE: Years Months Days If less than one day Due to ;
SRR . | SRR |+ 111
ZZ q 2/ % || Due to A
9. Birtkplace......... i 7 AN d ] ( / o
(Cxtv. mwn.ur aounl;n (Sule ur I'mun muntrg) [ x ”V
@ [ E . p,) Other conditions //
10. Usual occupation... ... e s J ------- (Enclude proxonocy withio § months of death) H’ [74
11. Industry or business NainE . PHYSICIAN
o ajor findings: —_—
£ { 12, Name.. <. t’.ﬂ.m.? @/ Akl . Of operations.._.
= i thUﬂderhrtle
< e cause to
= | 13. Birthplace M&a@_
= {City, tgwe, of rounty) é @_u_-,u_r fozsixn codniry) Of wutopsy ‘:I?tl;'lllllct]i&l:te]
& { 14, Maiden name..... =7 - b . 2 s e charged sta-
£ ? tistically,
E 15. Blnhplacc._*._(m“ Py — e Tt 22. if death was due to external causes, fill in the following:
16. (a) Informant ﬂ {6} Accident, suicide, or homicide (apecily)
) Address ag 7 A guu < g . th} Date of occurrence
17. {a) _ .e (B} Date therecf. @c,ba_ﬂ_:ﬁfa ter Where did Infury ocour? ity or town) [Cmonty) (Staeed
(Borial. cromation, or "“""]g @ g;: (Moo} (D':jér"’) (d) Did Injury eccur in of abotit hote, on farm, ln industrial place, In public place?
(e Place: burlal or crematio z‘%‘
18. (a) Signature of fuperal director, 7Y While 2t work? (a’-df’ ‘(’5‘ ‘ﬁ';‘;;’ of Ty oo
(5) Address K0/ &Ny, 1y ot S8 23, Sigmat / o ‘5/' @ )mj
gnature o (M.DforothenfZ1A0.
19. (@) [" A7l T¥T ¢y = :

Addtess. Za‘ a)ul.-...,-’-—-u Date dgned(d.l‘.l[t"’

/S &0

(Licensed Embolmer's Statement oo Reverse Side) WM i,



HF

p .

R W

TN 79

STATEMENT BY LICENSED EMBALMER
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